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http://dx.doi.org/10.1016/j.jfma.201Background/Purpose: Focal foveal atrophy is defined as the presence of a small, focal,
ill-defined, hypopigmented foveal or juxtafoveal lesion, with the remaining retina unaffected.
The purpose of this study was to report the clinical characteristics and optical coherence
tomography (OCT) in patients with focal foveal atrophy of unknown etiology.
Methods: The study was a retrospective observational case series. Data collected included
complete ocular examination results for best corrected visual acuity (BCVA), ophthalmoscopy,
fundus photography, fluorescein angiography, color sense discrimination tests, visual field
tests, and OCT examinations.
Results: Twenty-three eyes in 21 patients were examined. The mean patient age was 49.2 15.4
years. The mean BCVAwas 20/25. The 21 patients were divided into three groups according to OCT
results. Group 1 eyes (nZ 10) had intact inner and outer hyperreflective layers (HRLs), with the
signal of the inner HRL corresponding to the junction between the inner and outer photoreceptor
segments and the outer HRL corresponding to the retinal pigment epithelium (RPE). Group 2 eyes
(nZ 9) had small hyporeflective defects with defects in the inner HRL at the fovea but an intact
outer HRL. Group 3 eyes (nZ 4) had small hyporeflective defects in both the inner and outer HRLs
at the fovea.Groups 3eyes had significantly lower visual acuity compared toGroup1 eyes andGroup
2eyes. Therewas no significant difference in visual acuity betweenGroup 1 andGroup 2eyes. There
were no significant differences among the groups with respect to color vision or foveal thickness.t of Ophthalmology, National Taiwan University Hospital, College of Medicine, National Taiwan
ad, Taipei 100, Taiwan.
.tw (T.-C. Ho).
to this work.
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Focal foveal atrophy 239Conclusion: This is the first report of clinical presentations for patients with focal foveal atrophy of
unknown etiology. OCT aided in the diagnosis and assessment of the degree of retinal structural
abnormalities, but the real etiology of foveal atrophy remains unclear.
Copyright ª 2012, Elsevier Taiwan LLC & Formosan Medical Association. All rights reserved.Introduction
Foveal atrophy can be observed in a variety of macular,
vascular, hereditary, inflammatory, toxic, and traumatic
retinal disorders.1 It is generally included in the broad
category of macular atrophy due to various retinal diseases,
including geographic atrophy in individuals with age-related
macular degeneration, myopic degeneration, angioid
streaks, long-standing cystoid macular edema from any
cause, and macular dystrophies.1e9
Atrophy can sometimes occur in the foveal or juxtafo-
veal area, and in some retinal disorders, including macular
phototoxicity10 and resolved central serous chorioretinop-
athy, usually appears as a small lesion.8,10
Here we report some cases of focal foveal atrophy of
unknown etiology. The condition presents as a small, focal,
ill-defined hypopigmented foveal or juxtafoveal lesion; the
remaining retina is unaffected and there is no history of
retinal disease or of a chronic systemic disease that might
affect the retina. Most of our patients presented with
mildly reduced visual acuity and were otherwise asymp-
tomatic. Thus, the foveal atrophy might have been over-
looked or underestimated by physicians.
Optical coherence tomography (OCT) is a noninvasive,
commercially available imaging technique for evaluation of
retinal structures. OCT imaging is widely used as a clinical
tool for diagnosis and monitoring of a variety of retinal
disorders. It enhances the visualization of intraretinal
architectural morphology and facilitates delineation of
structural abnormalities in the retina in patients with
macular atrophy.11e15
The present study is the first to assess focal foveal
atrophy of unknown etiology and further categorize
patients according to OCT findings. We investigated the
clinical characteristics and visual functions in a series of
patients. Relationships between different patterns of
retinal tomography and visual function tests, including best
corrected visual acuity (BCVA) and color sense discrimina-
tion tests, were evaluated.Materials and methods
This was a retrospective observational case series study of
23 eyes in 21 patients diagnosed with focal foveal atrophy
of unknown etiology in the Department of Ophthalmology,
National Taiwan University Hospital between January 2009
and December 2010. The medical records for each patient,
including age, sex, past ocular history, past medical history,
presenting complaint, and BCVA, were reviewed.
All patients received a complete ocular examination,
including BCVA, measurement of intraocular pressure,
anterior segment examination, dilated biomicroscopicexamination of the macula, indirect ophthalmoscopy,
fundus photography, fluorescein angiography, color sense
discrimination test, visual field test, and OCT focusing on
the macular area.
BCVA was measured using a Snellen visual chart. The
results were used to calculate the logarithmic minimal
angle of resolution (MAR) according to Snellen visual
acuity Z 1/MAR.
Color sense discrimination was evaluated using the
FarnswortheMunsell 100-hue test, in which a patient
arranges four trays of colored caps in order by hue. The
better the patient’s color sense discrimination, the closer
the arrangement matches the predetermined sequence for
each tray. The results were scored using proprietary soft-
ware and displayed in polar format. The total error score
was recorded for analysis.16,17
Visual field was examined using a Octopus visual field
analyzer with test spots of different size and illumination.
The location and patterns of visual field defects were
recorded.
OCT was performed using a Cirrus high-definition OCT
(HD-OCT; Carl Zeiss Meditec, Dublin, CA, USA) for retinal
tomographymapping and analysis under pupillary dilation by
an experienced examiner. The retinal thickness was calcu-
lated using OCT retinal mapping software, which measures
the thickness of the macular region using 6-mm horizontal
and vertical line scans centered on the patient’s fixation
point by means of an inner fixation target. The results are
expressed as a color map.18,19 The foveal area is defined as
the area within a 1-mm diameter from the fixation point.
Foveal thickness was measured and retinal tomography was
observed and investigated. If no abnormality was noted on
retinal tomography, a repeat examination using multiple
horizontal and vertical scans was performed.
Patient characteristics and visual function and OCT
results were collected. We analyzed relationships between
different retinal tomography patterns and visual function
tests. Data analysis was performed using Stata 8.2 software
(Stata Corp., College Station, TX, USA). Continuous data
are presented as mean  standard deviation (SD); a p value
<0.05 was considered statistically significant. A Krus-
kaleWallis test was used, followed by a ManneWhitney test
(Bonferroni correction method).Results
Demography
We analyzed 23 eyes in 21 patients; two of the patients had
bilateral involvement. There were 14 male and 7 female
patients. Their mean age was 49.2  15.4 years (range 8e68
years; Tables 1 and 2).
Table 1 Patient characteristics and clinical information.












Inner HRL Outer HRL
1 50 M OD 20/20 Blurred vision Window defect 216 225 Intact Intact
2 55 M OD 20/25 Blurred vision Window defect 96 235 Intact Intact
3 55 M OD 20/15 None Window defect 38 293 Intact Intact
4 32 F OD 20/25 Blurred vision Window defect 44 226 Intact Intact
5 52 F OD 20/30 Decreased vision Window defect 136 272 Intact Intact
6 22 F OD 20/20 None Window defect 136 228 Intact Intact
7 65 M OS 20/25 None Window defect 136 215 Intact Intact
8 59 F OD 20/25 Asthenopsia Window defect 260 254 Intact Intact
9 48 M OD 20/25 None Window defect 28 243 Intact Intact
10 52 M OD 20/20 Blurred vision Window defect 180 257 Intact Intact
11 58 M OS 20/70 Blurred vision Window defect 66 238 Defect Intact
12 65 M OS 20/20 None Window defect 384 251 Defect Intact
13 40 M OD 20/20 Blurred vision Window defect 104 167 Defect Intact
OS 20/20 Window defect 104 174 Defect Intact
14 8 M OD 20/20 Blurred vision Window defect 260 217 Defect Intact
OS 20/20 Window defect 272 217 Defect Intact
15 68 M OD 20/25 Binocular diplopia Window defect 156 248 Defect Intact
16 48 F OS 20/30 Blurred vision Window defect 172 243 Defect Intact
17 67 M OS 20/30 Decreased vision Window defect 96 247 Defect Intact
18 60 M OS 20/40 Metamorphopsia Window defect 97 222 Defect Defect
19 38 F OD 20/100 Blurred vision Window defect 52 185 Defect Defect
20 56 F OD 20/50 Blurred vision Window defect 97 222 Defect Defect
21 35 M OD 20/30 Blurred vision Window defect 258 223 Defect Defect
HRL Z hyperreflective layer; OCT Z optical coherence tomography; OD Z right eye; OS Z left eye.
a Total error score.
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BCVA ranged from better than 20/20 to 20/100, with
a mean of 20/25. Fifteen of the 23 eyes (65.2%) had BCVA
20/25. Five eyes (21.7%) had BCVA between 20/25 and
20/40. The other three eyes (13.0 %) had BCVA <20/40
(Table 1).
Symptoms
The most common symptom, noted in 11 patients, was
blurred vision. Decreased vision was the presenting
symptoms in two patients, and metamorphopsia in one
patient.
One patient had asthenopsia and another had binocular
diplopia. Five patients were asymptomatic in this series
(Table 1).Table 2 Clinical information according to patient group.
Findings Total Group 1
Eyes (patients) 23 (21) 10 (1
Age (y) 49.2 (8e68) 49 (2
Visual acuity 20/25 (20/15e10/100) 20/20 (2
Color vision (total error score) 147.3 (28e384) 127 (2
Foveal thickness (mm) 230.5 (167e293) 244.8 (2
Data are presented as n or mean (range).Fundus and fluorescein angiographic appearance
An ill-defined focal hypopigmented foveal or juxtafoveal
lesion was evident in all of the patients. The hypo-
pigmented lesion was small and varied in size. No abnor-
mality was found in the retinal vessels or optic discs in our
patients.
Fluorescein angiography was performed in all patients.
Early hyperfluorescence consistent with a retinal pigment
epithelium (RPE) window defect located at the focal lesion
was noted in all eyes. There was no evidence of late dye
leakage or vascular disease (Table 1).
Color vision
Color vision was assessed in all patients using the Farn-
swortheMunsell 100-hue test. The mean total error scoreGroup 2 Group 3
0) 9 (7) 4 (4)
2e65) 51 (8e68) 47 (35e60)
0/15e20/30) 20/25 (20/20e20/70) 20/50 (20/30e20/100)
8e260) 179.3 (66e384) 126 (52e258)
15e293) 222.4 (167e251) 213 (185e223)
Focal foveal atrophy 241was 147.3  91.1. The results were normal in three eyes (3
patients) while color vision dysfunction was noted in the
other 20 eyes (18 patients; Table 1).
Visual field
Visual field testing was performed in all patients using an
Octopus visual field analyzer. No visual field defect or
scotoma was noted.
Retinal tomography
Two specific signals on OCT were evaluated during this
study: the superficial thin inner hyperreflective layer (HRL),
corresponding to the junction between the inner and outer
photoreceptor segments, and the deep thick outer HRL,
corresponding to the RPE (Figs. 1e3).
The 23 eyes were divided into three groups according
to the patterns of vertical and horizontal OCT line scans
through the hypopigmented foveal lesions (Tables 1 and
2).
Group 1 eyes (n Z 10; patients 1e10) had intact inner
and outer HRLs (Fig. 1). The mean patient age was 49
years (range 22e65). The mean logMAR visual acuity was
0.03  0.06. BCVA ranged from 20/15 to 20/30. Their
average total error score was 127.0  77.6 (range
28e260) in a color vision test. The mean foveal thicknessFigure 1 Group 1 focal foveal atrophy in Patient 3. (A) Color fu
pigmented lesion in the parafoveal region. (B) Fluorescein angiog
Optical coherence tomography shows normal scans, with both thein these eyes was 244.8  24.3 mm (range 215e293 mm)
(Table 2).
Group 2 eyes (n Z 9; patients 11e17) exhibited a small
hyporeflective defect, with a defect in a small part of the
inner HRL at the fovea; the outer HRL was intact (Fig. 2).
The mean patient age was 51 years (range 8e68). The
mean logMAR visual acuity was 0.11  0.18. BCVA ranged
from 20/20 to 20/70. Their mean total error score was
179.3  105.3 (range 66e384) in a color vision test. The
mean foveal thickness was 222.4  32.0 mm (range
167e251 mm) (Table 2).
Groups 3 eyes (n Z 4; patients 18e21) exhibited small
hyporeflective defects in a small part of both the inner and
outer HRLs (Fig. 3). The mean patient age was 47 years
(range 35e60). The mean logMAR visual acuity was
0.40  0.21. BCVA ranged from 20/30 to 20/100. Their
mean total error score was 126.0  90.5 (range 52e258) in
a color vision test. The mean foveal thickness was
213.0  18.7 mm (range 185e223 mm) (Table 2).
There were no significant differences in age among the
three groups (Table 2).
We analyzed correlations between logMAR visual acuity,
color sense, and foveal thickness among the three groups.
Group 3 eyes, with small focal defects of both the inner and
outer HRLs, had significantly lower visual acuity than Group
1 eyes (pZ 0.0037) and Group 2 eyes (p < 0.05). There was
no significant difference between Group 1 and Group 2 eyes
(p Z 0.6071).ndus photography demonstrates a small focal ill-defined hypo-
raphy demonstrates a hyperfluorescent window defect. (C, D)
inner and outer HRLs intact in vertical and horizontal sections.
Figure 2 Group 2 focal foveal atrophy in Patient 14. (A) Color fundus photography demonstrates a small focal hypopigmented
lesion in the foveal region. (B) Fluorescein angiography shows a central hyperfluorescent window defect. (C) Optical coherence
tomography shows a small defect in the inner HRL but an intact outer HRL.
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in total error scores for a color vision test or in foveal
thickness.Discussion
We evaluated a cohort of 21 patients with focal foveal
atrophy of unknown etiology. The lesions were small,
irregular, ill-defined, focal hypopigmented foveal or jux-
tafoveal; the remaining retina was unaffected and no other
retinal disease was observed.
The majority of our patients were either asymptomatic
or presented with minimal symptoms, usually minimally
reduced vision, but occasionally metamorphopsia or
diplopia. For these reasons, diagnosis of such a lesion in
patients with focal foveal atrophy can easily be under-
estimated or overlooked without a careful review of the
patient’s medical history and an ocular examination. Thus,
the clinical characteristics and OCT study have not been
evaluated yet.
Our patients were divided into three groups according to
OCT scan patterns. These included OCT scans with intact
inner and outer HRLs; a small defect in the inner HRL with
an intact outer HRL; and a small defect in both the inner
and outer HRLs at the fovea.We compared the visual acuity of the three groups.
Visual acuity was significantly lower in the group with small
focal defects in both the inner and outer HRLs at the fovea
than in the group with intact inner and outer HRLs and in
the group with a small defect in the inner HRL but with an
intact outer HRL.
Color vision was normal in three eyes (3 patients) and
a color vision dysfunction was noted in the other 20 eyes (18
patients). The three patients with normal color vision all
belonged to Group 1. However, the other seven eyes (7
patients) in Group 1 had color vision dysfunction even
though OCT examination indicated intact inner and outer
HRLs in these patients. It seems that development of a new
OCT instrument with greater sensitivity and higher resolu-
tion may be necessary to demonstrate structural differ-
ences between patients with normal color vision and those
with color vision dysfunction in Group 1. Most of our
patients still had good visual acuity. Group 3 patients, with
focal small defects in both the inner and outer HRLs at the
fovea, had lower visual acuity compared to both Group 1
and Group 2 patients. Our results indicate that a defect in
part of both the inner and outer HRLs at the fovea might
lead to impairment of visual acuity. Our results for all 23
eyes (21 patients) reveal that color vision seemed to be
affected more than visual acuity. Color vision dysfunction
was noted in patients in all three groups and only three
Figure 3 Group 3 focal foveal atrophy in Patient 18. (A) Color fundus photography demonstrates a small focal hypopigmented
lesion in the foveal region. (B) Fluorescein angiography demonstrates a corresponding hyperfluorescent window defect. (C) Optical
coherence tomography shows a localized defect involving both the inner and outer HRLs.
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normal color vision. However, most of the patients still had
good visual acuity and patients with decreased visual acuity
were mainly in Group 3. Our results demonstrate that color
vision can be affected more severely than visual acuity in
these patients.
There were relatively large lesions in Group 3 patients,
whohadpoor visual acuity compared to theother twogroups.
A different etiology for this group should be considered, but
there were no great differences according to direct fundus
examination and color fundus photography. However, the
number of patients in this group was small (4 eyes), and
further evaluation of a greater number of cases is needed.
Fluorescein angiography revealed early hyper-
fluorescence consistent with an RPE window defect located
at the lesion in all patients. However, patients in Group 1
with intact inner and outer HRLs according to OCT did not
have a corresponding RPE defect. We suppose that this
discrepancy may be attributed to the OCT resolution.
Possible lesions might be detectable by instruments with
higher resolution.
Focal foveal atrophy is easily underestimated by physi-
cians because patients are asymptomatic or have minimalsymptoms. Our results demonstrate that detailed visual
function tests and OCT examination are helpful in detecting
the degree of involvement in this disorder. Clinical diag-
nosis of the disorder can be further confirmed by OCT
examination.
Some retinal diseases localized mainly in the foveal
region can exhibit a disrupted inner HRL with a preserved
outer HRL, similar to the Group 2 patients in our study.
These include solar retinopathy,10,20,21 resolved central
serous chorioretinopathy,8,22,23 nonproliferative group 2a
idiopathic juxtafoveal retinal telangiectasis (IJRT),24,25
foveal spots,26,27 and certain types of macular holes.28
Solar retinopathy is a well-recognized clinical entity
with a definitive history of sungazing and visual loss. The
characteristic clinical appearance includes a yellowewhite
spot on the fovea, often surrounded by a granular gray
pigmentation in the first few days after exposure. The
lesion evolves into a reddish, sharpened, demarcated or
faceted cyst-like lesion.10 Previous OCT studies have
demonstrated reversible hyperreflectivity of all retinal
layers at the fovea after viewing an eclipse.20 Huang et al
observed outer retinal defects and alternation of the RPE
with cystic changes in late-stage solar maculopathy.21 The
244 T.-Y. Kao et al.clinical history and appearance of the lesions in the present
cohort are not characteristic of solar maculopathy.
Retinal atrophy has been noted in relation to chronic or
recurrent central serous chorioretinopathy.8,22 Disconti-
nuity of the inner HRL line at the macular area is observed
in patients with resolved central serous chorioretinopathy;
however, the area of the discontinuity of the inner HRL line
is wide at the macular area instead of being only near the
fovea. A decrease in central foveal thickness has also been
noted in patients with resolved central serous chorioretin-
opathy.23 The clinical history and the presence of a small
hyporeflective defect of the inner HRL in the present cohort
are not characteristic of resolved central serous
chorioretinopathy.
Patients with nonproliferative group 2a IJRT might
exhibit loss of the inner HRL as a punctate defect in which
the RPE remains intact. This is often associated with foveal
cysts at all retinal depths, outer retinal atrophy, and
hyperreflective pigment plaques.24,25 All of the above
changes can be observed by OCT and could help to differ-
entiate these findings from those in the present cohort.
A foveal spot presents as a single foveal or juxtafoveal
red lesion with sharply defined borders. The lesion size is
very small, approximately 100 mm, and appears to be
intraretinal.26 Further study by OCT shows a focal defect of
the band, indicating an abnormality of the outer retina
and/or RPE. However, the lesions are not associated with
any abnormalities when studied with fluorescein angiog-
raphy.27 In our cohort, fluorescein angiography showed an
RPE window defect in all of the patients.
It has been reported that a foveal pseudocyst is the
first step in full-thickness macular hole formation and is
the result of incomplete separation of the vitreous cortex
at the foveal center. Foveal pseudocysts have a lobulated
reddish appearance. There are striae present either in
the vitreous cortex overlying the fovea or within the
inner retina. The striae usually radiate outward from the
fovea in a spokelike pattern. On OCT, a pseudocyst
occupies the inner part of the fovea, resulting in foveal
thickness and elevation of the foveal floor.28 Incomplete
separation of the vitreous cortex, striate formation, and
elevation of the foveal floor help to differentiate findings
of foveal pseudocyst from the findings in the present
cohort.
Disruption of both the inner and outer HRLs has been
noted in some diseases with large-area macular atrophy,
including advanced age-related macular degeneration.
However, a small focal area of foveal abnormality with
a focal small defect of both the inner HRL and outer HRL at
the fovea, with no other pathological changes, has not been
reported in the literature.
All of our patients denied any previous ocular disease
history and there were no other clues from the retina
except from the foveal lesion. We termed these lesions as
focal foveal atrophy of unknown etiology with current
clinical evaluation tools. It is difficult to judge whether this
was a different type of foveal atrophy or only foveal
atrophy of unknown etiology.
In conclusion, we present a series of patients with
a well-defined foveal abnormality and corresponding clin-
ical presentation. OCT imaging is helpful in the diagnosis
and prediction of visual function for this retinal condition.Acknowledgments
We thank Miss Li-Rong Lin and Miss Ru-Shei Yen for technical
assistance in conducting the study and preparing the
manuscript.References
1. Kanski JJ, Milewski SA. Disease of the macula e a practical
approach. Edinburgh: Mosby; 2002. p. 19e209.
2. Age-Related Eye Disease Study Research Group. The Age-
Related Eye Disease Study system for classifying age-related
macular degeneration from stereoscopic color fundus photo-
graphs: the Age-Related Eye Disease Study report number 6.
Am J Ophthalmol 2001;132:668e81.
3. Grossniklaus HE, Green WR. Pathologic findings in pathologic
myopia. Retina 1992;12:127e33.
4. Noble KG, Carr RE. Pathologic myopia. Ophthalmology 1982;
89:1099e100.
5. Clarkson JG, Altman RD. Angioid streaks. Surv Ophthalmol
1982;26:235e46.
6. The Central Vein Occlusion Study Group. Natural history and
clinical management of central retinal vein occlusion. Arch
Ophthalmol 1997;115:486e91.
7. Gilbert CM, Owens SL, Smith PD, Fine SL. Long-term follow-up
of central serous chorioretinopathy. Br J Ophthalmol 1984;68:
815e20.
8. Wang MSM, Sander B, Larsen M. Retinal atrophy in idiopathic
central serous chorioretinopathy. Am J Ophthalmol 2002;133:
787e93.
9. Wirtisch MG, Ergun E, Hermann B, Unterhuber A, Stur M,
Scholda C, et al. Ultrahigh resolution optical coherence
tomography in macular dystrophy. Am J Ophthalmol 2005;140:
976e83.
10. Jain A, Desai RU, Charalel RA, Quiram P, Yannuzzi L, Sarraf D.
Solar retinopathy. Comparison of optical coherence tomog-
raphy (OCT) and fluorescein angiography (FA). Retina 2009;29:
1340e5.
11. Puliafito CA, Hee MR, Lin CP, Reichel E, Schuman JS, Duker JS,
et al. Imaging of macular diseases with optical coherence
tomography. Ophthalmology 1995;102:217e29.
12. Hee MR, Baumal CR, Puliafito CA, Duker JS, Reichel E,
Wilkins JR, et al. Optical coherence tomography of age-related
macular degeneration and choroidal neovascularization.
Ophthalmology 1996;103:1260e70.
13. Fleckenstein M, Wolf-Schnurrbusch U, Wolf S, von
Strachwitz C, Holz FG, Schmitz-Valckenberg S. Imaging diag-
nostics of geographic atrophy. Ophthalmologe 2010;107:
1007e15.
14. Fleckenstein M, Schmitz-Valckenberg S, Adrion C, Kra¨mer I,
Eter N, Helb HM, et al. Tracking progression with spectral-
domain optical coherence tomography in geographic atrophy
caused by age-related macular degeneration. Invest Oph-
thalmol Vis Sci 2010;51:3846e52.
15. Bearelly S, Chau FY, Koreishi A, Stinnett SS, Izatt JA, Toth CA.
Spectral domain optical coherence tomography imaging of
geographic atrophymargins.Ophthalmology 2009;116:1762e9.
16. Lin HL. An evaluation of the clinical application of the Farn-
swortheMunsell 100-hue test. Trans Soc Ophthalmol Sin 1976;
15:42e56.
17. Ma¨ntyja¨rvi M. Normal test scores in the FarnswortheMunsell
100 hue test. Doc Ophthalmol 2001;102:73e80.
18. Kiernan DF, Hariprasad SM, Chin EK, Kiernan CL, Rago J,
Mieler WF. Prospective comparison of cirrus and stratus optical
coherence tomography for quantifying retinal thickness. Am J
Ophthalmol 2009;147:267e75.
Focal foveal atrophy 24519. Sull AC, Vuong LN, Price LL, Srinivasan VJ, Gorczynska I,
Fujimoto JG. Comparison of spectral/Fourier domain optical
coherence tomography instruments for assessment of normal
macular thickness. Retina 2010;30:235e45.
20. Jorge R, Costa RA, Quirino LS, Paques MW, Calucci D,
Cardillo JA, et al. Optical coherence tomography findings in
patients with late solar retinopathy. Am J Ophthalmol 2004;
137:1139e43.
21. Huang SJ, Gross NE, Costa DL, Yannuzzi LA. Optical coherence
tomography findings in photic maculopathy. Retina 2003;23:
863e6.
22. Eandi CM, Chung JE, Cardillo-Piccolino F, Spaide RF. Optical
coherence tomography in unilateral resolved central serous
chorioretinopathy. Retina 2005;25:417e21.
23. Matsumoto H, Sato T, Kishi S. Outer nuclear layer thickness at
the fovea determines visual outcomes in resolved central
serous chorioretinopathy. Am J Ophthalmol 2009;148:105e10.24. Cohen SM, Cohen ML, El-Jabali F, Pautler SE. Optical coherence
tomography findings in nonproliferative group 2a idiopathic
juxtafoveal retinal telangiectasis. Retina 2007;27:59e66.
25. Sanchez JG, Garcia RA, Wu L, Berrocal MH, Graue-Wiechers F,
Rodriguez FJ, et al. Optical coherence tomography charac-
teristics of group 2A idiopathic parafoveal telangiectasis.
Retina 2007;27:1214e20.
26. Douglas RS, Duncan J, Brucker A, Prenner JL, Brucker AJ.
Foveal spot. A report of thirteen patients. Retina 2003;23:
348e53.
27. Zambarakji HJ, Schlottmann P, Tanner V, Assi A, Gregor ZJ.
Macular microholes: pathogenesis and natural history. Br J
Ophthalmol 2005;89:189e93.
28. Haouchine B, Massin P, Gaudric A. Foveal pseudocyst as the
first step in macular hole formation. A prospective study by
optical coherence tomography. Ophthalmology 2001;108:
15e22.
